Correspondence 571 the experimentally based hypothesis that salmonellainduced secretory diarrhoea is mediated by prostaglandins. Oral aspirin has recently been reported to reduce fluid losses in childhood gastroenteritis by mechanisms not specified.4 In the light of the findings in our patient this effect may, in part, be attributed to the prostaglandin synthetase-inhibiting property of aspirin. References
In our unit nursing staff were taught to pass NJ tubes using a similar method to that of Dryburgh except that gastric air insufflation was used to help passage through the pylorus.3 Eighty-five per cent of initial tube placements were successful at the first attempt (confirmed radiographically) in infants of birthweights of at least I kg. In smaller infants greater difficulty was encountered due to poor peristalis; and in infants weighing 0.70 kg or less, the stainless steel weight did not readily negotiate the tight curve of the duodenal loop, apparently owing to its length (1 cm), and this led to a delay in starting enteral feedings. A NJ tube with a shorter weight (say 0-5 cm) might pass more quickly. In 70% of our infants the NJ tube became dislodged between 1 and 7 times either by the infant or the nursing staff despite great care being taken to fix the tube and to restrain the arms of the infant; 'spontaneous' return of the tube tip to the stomach was generally due to dislodgement during suctioning of the pharynx. Two infants (1-12 kg, 27 weeks' gestation; 0-84 kg, 26 weeks' gestation) who were mask-ventilated for apnoeic attacks had repeated NJ tube dislodgements. Both these infants died and at necropsy there was evidence of pulmonary milk aspiration. The combination of mask ventilation and NJ feeding was therefore stopped in our nursery. We did not routinely change NJ tubes, and tubes which were left in situ for at least 60 days showed no sign of stiffening, unlike the polyvinylchloride tubes which stiffen within 3 or 4 days. There was no case of bowel perforation or necrotising enterocolitis, but one infant (0.85 kg, 30 weeks' gestation) had a torrential gastrointestinal haemorrhage after 15 days of NJ feeding and subsequently developed an oesophageal stricture requiring a prolonged time in hospital.
In infants of 30 weeks' gestation or less, the sodium content of currently available standard infant formulae (for example, Cow and Gate Premium; 1 mmol/100 ml) was inadequate because of renal losses owing to tubular immaturity.4 Supplements of sodium (3-5 and sometimes as much as 9 mmol/kg per 24 hours) were required to prevent hyponatraemia until the infant was about 34 weeks' corrected age.
Continuous NJ feeding did offer an advantage over intermittent nasogastric feeding in the mean time (4 SD) spent by nursing staff in feeding-related activities (NJ 19.7 + 5-8; nasogastric 95-7 ± 25 minutes a baby per 24 hours; P<0.001). It was a fairly safe technique using the commercially available preweighted silicone rubber tube, and made small demands on financial resources and nursing time. 
